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American Heart Month — 
February 2008 


February is American Heart Month. Heart disease is 
the leading cause of death in the United States. Women 
account for 47.1% of deaths related to heart disease (/). 
In 2005, an estimated 16 million persons in the United 
States were living with coronary heart disease, and 8.1 
million reported ever having had a myocardial infarc- 
tion (i.e., heart attack) (/). Although the major heart 
attack signs and symptoms are similar for men and 
women, women are more likely to experience the less 
common symptoms and delay seeking emergency treat- 
ment. Receipt of prompt, appropriate treatment greatly 
increases the chance of surviving a heart attack (2,3). 

CDC funds heart disease and stroke prevention pro- 
grams in health departments in 33 states and the Dis- 
trict of Columbia. A primary activity of these programs 
is conducting campaigns to increase public awareness of 
heart attack signs and symptoms and the importance of 
calling 9-1-1 when experiencing these symptoms. 

Information regarding heart disease is available from 
the American Heart Association at http://www. 
americanheart.org and the National Heart, Lung, and 
Blood Institute at http:// www.nhlbi.nih.gov. Informa- 
tion regarding CDC heart disease programs is available 
at http://www.cdc.gov/dhdsp. 
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Receipt of Outpatient Cardiac 
Rehabilitation Among Heart Attack 
Survivors — United States, 2005 


Each year, approximately 865,000 persons in the United 
States have a myocardial infarction (i.e., heart attack) (/). 
In 2007, direct and indirect costs of heart disease were 
estimated at approximately $277.1 billion (7). Cardiac re- 
habilitation, an essential component of recovery care after 
a heart attack, focuses on cardiovascular risk reduction, pro- 
moting healthy behaviors, reducing death and disability, 
and promoting an active lifestyle for heart attack survivors 
(2). Current guidelines from the American Heart Associa- 
tion (AHA) and the American Association of Cardiovascu- 
lar and Pulmonary Rehabilitation emphasize the 
importance of cardiac rehabilitation (2,3), which reduces 
morbidity and mortality, improves clinical outcomes, 
enhances psychological recovery, and decreases the risk for 
secondary cardiac events (3). To estimate the prevalence of 
receipt of outpatient cardiac rehabilitation among heart 
attack survivors in 21 states* and the District of Columbia 
(DC), data from the 2005 Behavioral Risk Factor Surveil- 
lance System (BRFSS) were assessed. The results of that 
assessment indicated that 34.7% of BRFSS respondents 
who had experienced a heart attack participated in 
outpatient cardiac rehabilitation. Outpatient cardiac 





* Alabama, Arkansas, Connecticut, Georgia, Kansas, Kentucky, Louisiana, Maine, 
Minnesota, Mississippi, Montana, Nebraska, New Jersey, New York, North 
Dakota, Ohio, Oklahoma, South Carolina, Utah, Virginia, and West Virginia 
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rehabilitation for eligible patients’ after a heart attack is an 
essential component of care that should be incorporated 
into treatment plans. Increasing the number of persons who 
participate in cardiac rehabilitation services also can reduce 
health-care costs for recurrent events and reduce the bur- 
den on families and caregivers of patients with serious 
sequelae (5). 

BRFSS is a state-based, random-digit—dialed telephone 
survey of the noninstitutionalized, U.S. civilian popula- 
tion aged >18 years. Data collected by BRFSS include age, 
sex, race/ethnicity, marital status, educational level, 
employment status, household income, health-insurance 
coverage, assigned metropolitan statistical area (MSA) (i.e., 
containing a core urban area with a population >50,000), 
and state of residence. In 2005, a total of 129,416 persons 
in 21 states and DC responded to questions regarding his- 
tory of heart attack and receipt of cardiac rehabilitation. 


Participants were asked, “Has a doctor, nurse, or other 


health professional ever told you that you had a heart attack, 


also called a myocardial infarction?” If the answer was “yes, 
the participants were asked, “After you left the hospital 
following your heart attack, did you go to any kind of out- 
patient rehabilitation?” Participants who refused to answer 
the question or who responded “don't know/not sure” were 
coded as missing. The median response rate (i.e., the per- 
centage of persons who completed interviews among all 
BRFSS-eligible persons, including those who were not suc- 
cessfully contacted) among the 21 states and DC, based on 
Council of American Survey and Research Organizations 
(CASRO) guidelines, was 51.6% (range: 34.6%-—66.7%). 
The median cooperation rate (i.e., the percentage of per- 
sons who completed interviews among all BRFSS-eligible 
persons who were contacted) was 74.3% (range: 63.2%- 
85.3%). The median response rate among all states in the 
2005 BRESS was 51.1% (range: 34.6%-67.4%). 
Aggregate and state-specific prevalence estimates and 95% 
confidence intervals (Cls) for history of heart attack and 
receipt of outpatient cardiac rehabilitation among heart 
attack survivors were determined. Prevalence estimates of 
outpatient cardiac rehabilitation also were determined for 
selected characteristics defined by age, sex, race/ethnicity, 
marital status, education level, employment status, annual 
household income level, health-insurance coverage, and 
MSA. Logistic regression was used to assess the odds of 
receiving cardiac rehabilitation for each of the selected char- 


acteristics independently, after adjusting for age. Data were 


oD 





Persons with a primary diagnosis of heart attack within the previous year and no 
absolute contraindications to exercise or other high-risk medical conditions (4) 
BRFSS does not assess whether patients who answered the question on cardiac 


rehabilitation were eligible to receive rehabilitation. 
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weighted to reflect each state’s population, taking into 
account the probability of selection of a telephone num- 


ber, the number of adults in a household, the number of 


telephone numbers in a household, and combinations of 


age, sex, and race/ethnicity (6). Data for Kansas were based 
on a split sample (i.e., only a portion of the state sample 
respondents were asked questions from the optional mod- 
ule), and appropriate weights were used in all calculations. 
All prevalence estimates have a denominator >50 and a rela- 
tive standard error <30% to ensure reliability of estimates (7). 

Among 129,416 survey respondents in 21 states and DC, 
7,230 (4.2%; Cl = 4.0%-4.3%) reported ever having had 
a heart attack (Table 1); prevalence ranged from 2.6% in 
Utah to 6.9% in West Virginia. Of these, 6,819 responded 
to the question regarding cardiac rehabilitation receipt; 
2,219 (34.7%; CI = 32.8%-36.6%) had received outpa- 
tient cardiac rehabilitation services, ranging from 22.6% 
in DC to 59.1% in Nebraska. The prevalence of cardiac 
rehabilitation receipt among heart attack survivors aged <50 


years was 25.3% and for older age groups ranged from 


35.5% to 37.0% (Table 2). The age-adjusted prevalence of 


receipt of cardiac rehabilitation was higher among men than 
women (adjusted odds ratio [AOR] = 1.8; Cl = 1.5—2.1), 


and Hispanics had a higher prevalence of cardiac rehabili- 
tation receipt than non-Hispanic whites (AOR = 1.9; 
Cl = 1.1—3.3). Heart attack survivors who were married 
had a higher prevalence of cardiac rehabilitation receipt 
than unmarried persons (AOR = 1.3; CI = 1.11.5). 
The prevalence of cardiac rehabilitation receipt among 
heart attack survivors increased with increasing levels of edu- 
cation. For example, compared with heart attack survivors 
who had less than a high school education, receipt of car- 
diac rehabilitation was higher among those with some col- 
lege education (AOR = 1.8; Cl = 1.3—2.3) and those with 
a college education or more (AOR = 2.1; CI = 1.6-2.8). 
Heart attack survivors with higher levels of annual house- 
hold income had a higher prevalence of cardiac rehabilita- 
tion receipt. For example, compared with persons with an 
income <$15,000, receipt of cardiac rehabilitation was 
higher among those with an income of $25,000—$49,000 
(AOR = 1.5, CI = 1.2-2.0), an income of $50,000- 
$74,999 (AOR = 1.6, CI = 1.1-—2.3), and an income 
>$75,000 (AOR = 2.1, Cl = 1.4-3.0). Adults living out- 
side of an MSA had a lower prevalence of cardiac rehabili- 
tation receipt than those living in the center city of an MSA 
(AOR = 0.7; CI = 0.6-0.9). The prevalence of receipt of 


TABLE 1. Prevalence of heart attack and receipt of cardiac rehabilitation, by state — Behavioral Risk Factor Surveillance System, 


21 states* and the District of Columbia, 2005 











Total Ever had a heart attack Received cardiac rehabilitation 
Characteristic sample size No. (%)* (95% Cl) No. (%)" (95% Cl) 
Total 129,416 7,230 (4.2) (4.0-4.3) 2,219 (34.7) (32.8-36.6) 
State/Area 
Alabama 3,163 206 (5.4) (4.6-6.3) 51 (25.5) (19.3-33.0) 
Arkansas 5,197 318 (5.1) (4.5—5.7) 73 (24.2) (19.3-29.9) 
Connecticut 5,132 234 (3.4) (2.9-3.9) 99 (46.5) (38.6—54.5) 
District of Columbia 3,662 110 (2.8) (2.2-3.5) 27 = (22.6) (14.7-33.1) 
Georgia 5,992 310 (3.7) (3.2—4.3) 69 (28.3) (21.7-36.1) 
Kansas 4,270 220 (4.1) (3.5—4.7) 60 (29.3) (22.9-36.6) 
Kentucky 6,584 508 (6.1) (5.4—6.9) 121 (28.2) (22.9-34.1) 
Louisiana 2,919 147 (4.6) (3.8-—5.5) 51 (38.8) (30.2—48.2) 
Maine 3,899 200 (4.6) (4.0-5.4) 76 =(41.5) (33.8-49.7) 
Minnesota 2,816 127 (3.2) (2.7-3.9) 61 (46.9) (37.5-56.6) 
Mississippi 4,395 287 (5.2) (4.5-6.0) 62 (24.2) (18.3-31.4) 
Montana 4,911 245 (3.8) (3.3-4.4) 72 (34.0) (26.8-—42.1) 
Nebraska 8,235 447 (3.9) (3.5—4.4) 228 (59.1) (53.2-64.8) 
New Jersey 13,342 666 (3.8) (3.5-—4.3) 245 (37.6) (32.6—43.0) 
New York 7,614 330 (3.5) (3.0—4.0) 126 (42.3) (35.6-—49.4) 
North Dakota 3,947 188 (4.4) (3.7-—5.1) 84 (50.2) (42.3-58.1) 
Ohio 7,405 433 (4.5) (3.9-5.2) 133 (37.8) (30.5-45.7) 
Oklahoma 13,568 1,048 (5.3) (4.8-—5.9) 214 (23.2) (18.7-28.4) 
South Carolina 8,319 455 (4.5) (4.1—5.0) 152 (35.5) (30.4—40.9) 
Utah 5,090 188 (2.6) (2.2—3.1) 54 (29.7) (22.4-—38.3) 
Virginia 5,423 284 (4.0) (3.4—4.6) 88 (32.1) (25.5-39.6) 
West Virginia 3,533 279 (6.9) (6.1-—7.9) 73 (24.9) (19.8-30.8) 





* Alabama, Arkansas, Connecticut, Georgia, Kansas, Kentucky, Louisiana, Maine, Minnesota, Mississippi, Montana, Nebraska, New Jersey, New York, 
North Dakota, Ohio, Oklahoma, South Carolina, Utah, Virginia, and West Virginia. 


Percentages weighted according to state population estimates. 
~ confidence interval. 
‘Based on 6,819 respondents. 
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TABLE 2. Characteristics associated with receipt of cardiac rehabilitation among heart attack survivors — Behavioral Risk Factor 
Surveillance System, 21 states* and the District of Columbia, 2005 





Total Received cardiac rehabilitation 
sample size No. (%)* (95% Cl) AOR" 
Total 6,819 2,219 (34.7) (32.8—36.6) _— 
Sex 

Men 3,630 1,385 (39.3) 
Women 3,189 834 (27.2) 
Age group (yrs) 

18-49 688 177 (25.3) 
50-64 2,130 676 (35.5) 
65-79 2,886 976 (37.0) 

>80 1,115 390 (35.8) 
Race/Ethnicity 

White, non-Hispanic 5,524 1,847 (34.3) 





Characteristic (95% Cl) 





(36.7—41.9) 
(24.7-29.8) 


(20.4—30.9) 
(32.0—39.1) 
(34.2—40.0) 
(31.4—40.5) 


(32.4—36.4) 


Black, non-Hispanic 
Hispanic 
Other 


565 
169 
464 


151 
68 
124 


(32.8) 
(48.2) 
(31.8) 


(26.8—39.5) 
(34.6-62.0) 
(24.4—40.1) 


(0.7—1.4) 
(1.1-3.3) 
(0.6—1.3) 


Marital status 
Unmarried 3,497 1,017 (31.6) 
Married 3,314 1,200 (36.7) 
Education 
Less than high school diploma 1,569 356 (26.6) 
High school diploma 2,542 802 (32.5) 
Some college 1,498 535 (38.6) 
College diploma or more 1,190 (43.8) 
Employment status 
Unemployed 1,580 (31.0) 
Employed or student 1,790 567 (32.2) 
Retired 3,437 ,221 (37.9) 
Annual household income 
<$15,000 1,605 430 

$15,000-$24,999 1,569 468 


(28.8-34.6) 
(34.2—39.3) 


(22.8-30.9) 
(29.6—35.5) 
(34.3-—43.0) 
(39.5—48.2) 


(27.1—35.1) 
(28.8—35.8) 
(35.2—40.6) 


23.9-33.3) 1. 

29.0—36.8) 1.2 (0.9—1.6) 
(1.2-2.0) 
(1.1-2.3) 


(1.4-3.0) 


$50,000-$74,999 495 196 
>$75,000 464 212 

Health-insurance coverage 

No 606 154 

Yes 6,198 2,061 
Metropolitan statistical area (MSA)** 

Non-MSA 2,979 873 

MSA but not center city 2,169 729 

Center city of an MSA 1,671 617 (38.1) 


32.2-45.2) 1.6 
38.0-—51.0) 2.1 


( 
( 
$25,000-$49,999 1,585 588 (34.3-41.8) 1.5 
( 
( 


(20.0—32.3) 1.0 _ 
(33.7—37.7) 1.4 (1.0—2.0) 


(27.4—33.3) 0.7 (0.6—0.9) 

(32.3-38.4) 0.9 (0.7-1.1) 

(34.3-41.9) 1.0 _— 

* Alabama, Arkansas, Connecticut, Georgia, Kansas, Kentucky, Louisiana, Maine, Minnesota, Mississippi, Montana, Nebraska, New Jersey, New York, 
North Dakota, Ohio, Oklahoma, South Carolina, Utah, Virginia, and West Virginia. 

t Percentages weighted according to state population estimates (variables included in weights are the probability of selection of a telephone number, the 


number of adults in a household, the number of telephone numbers in a household, and combinations of age, sex, and race/ethnicity). 
$ Confidence interval 


1! Adjusted odds ratio, calculated using logistic regression; adjusted for age groups. 
** An MSA contains a core urban area with a population >50,000 





outpatient cardiac rehabilitation did not vary significantly 
by employment status or health-insurance coverage. 
Reported by: C Ayala, PhD, J Xie, MD, PhD, HF McGruder, PhD, Div 
for Heart Disease and Stroke Prevention, National Center for Chronic 
Disease Prevention and Health Promotion; AL Valderrama, PhD, EIS 
Officer, CDC. 

Editorial Note: Heart disease is the leading cause of death 
among U.S. men and women and is a cause of substantial 
morbidity and mortality (/). Compared with the general 


population, survivors of a heart attack have a higher 


incidence of sudden death and illness, including another 
heart attack, angina, heart failure, and stroke (/). Cardiac 
rehabilitation improves patient outcomes and quality of life 
after a heart attack (3) by providing a multidisciplinary 
approach to reducing cardiovascular risk and preventing 
secondary cardiac events and serious sequelae. Cardiac 
rehabilitation focuses not only on medically supervised 
exercise but also on other essential elements, including 
patient evaluation, lifestyle modification, physical activity 
counseling, nutritional counseling, psychosocial counseling 
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or referral, and risk factor management, including choles- 


terol level, blood pressure, weight, diabetes, and smoking (2). 


The findings in this report indicate that 34.7% of heart 
attack survivors receive cardiac rehabilitation, which is con- 
sistent with previous studies indicating that approximately 
one third of heart attack survivors receive cardiac rehabili- 
tation services (/,3,4,8). Low rates might be explained by 
the high overall cost of services and out-of-pocket costs for 
outpatient services, lack of access to services (e.g., in rural 
areas), lack of social support (e.g., from spouse or other 


caregiver), patient anxiety, travel time and time off from 


work for attending rehabilitation sessions, patients’ lack of 


knowledge regarding the benefits of rehabilitation services, 
and lack of patient motivation. (This report did not dem- 
onstrate any significant differences in cardiac rehabilita- 
tion receipt by health-insurance status.) In addition, 
physicians might not be aware of the importance of cardiac 
rehabilitation for patients after a heart attack and therefore 
might not refer patients to rehabilitation services. Although 
physicians might be able to provide certain services that 
normally would be provided in cardiac rehabilitation (e.g., 
counseling and risk factor management), physicians do not 
routinely provide the supervised exercise training that is a 
core component of cardiac rehabilitation. 

The findings from this study indicate that Hispanics had 
a higher prevalence of receipt of cardiac rehabilitation ser- 
vices than non-Hispanic whites; however, another study 
that assessed referrals to cardiac rehabilitation found that 
Hispanics were less likely to be referred than non-Hispanic 
whites (9). These disparate findings might be explained by 
the different focus of each study; the patterns for participa- 
tion in and referrals to rehabilitation might be different. 
The finding that adults living in the center city of an MSA 


had a higher prevalence of cardiac rehabilitation receipt 


than those living outside an MSA might reflect lack of 


access to rehabilitation services outside MSA locations. Con- 
sistent with a previous study that demonstrated that women 
are less likely to participate in rehabilitation than men (J), 
the results of this study indicated that men had a higher 
prevalence of participation in cardiac rehabilitation services 
after heart attack than women; the reasons for this 
difference are unclear. 


The 2001 BRFSS report on receipt of cardiac rehabilita- 


tion services, published in 2003 (8), found that 29.5% of 


respondents who had experienced a heart attack had 
received cardiac rehabilitation services; however, that study 
did not present state-specific prevalence estimates or 
consider racial/ethnic variations because of low numbers 
of respondents for the question regarding cardiac rehabili- 
tation receipt. The 2005 BRFSS had more respondents and 


provided prevalence estimates. The results suggest that states 
might be more interested in collecting this optional infor- 
mation so that they can better evaluate measures to reduce 
morbidity associated with heart attacks. 

The findings in this report are subject to at least six limi- 
tations. First, BRFSS data are based on self-reported infor- 
mation and are subject to recall bias, which might have 
affected prevalence estimates of participation in cardiac 
rehabilitation. Second, the BRFSS cardiac rehabilitation 
question only asks about receipt of outpatient cardiac 
rehabilitation among those who were treated in a hospital. 
The results do not provide information on the combined 
inpatient and outpatient rehabilitation services received by 
heart attack survivors. Third, BRFSS does not determine 
whether a respondent was eligible for rehabilitation ser- 
vices; certain respondents who did not participate likely 
were not eligible to participate. Fourth, BRFSS does not 
quantify the length of time that a respondent participated 
in rehabilitation services; the estimates of persons who 
received cardiac rehabilitation services likely include per- 
sons who did not complete the prescribed rehabilitation 
regimen. Fifth, because only 21 states and DC adminis- 
tered the optional module, the results might not be repre- 
sentative of the entire U.S. population. Finally, although 
the BRFSS response rate was low (51.6%), BRFSS data 
have consistently been found to provide valid and reliable 
estimates when compared with national U.S. household 
surveys (/0). 

Rehabilitation facilities should follow the most recently 
published guidelines and use performance measures to 
monitor referral and delivery of cardiac rehabilitation ser- 
vices (4). Automatic referral (i.e., providing standing 
orders for rehabilitation-services referrals for all eligible pa- 
tients based on current guidelines) is one practice being 
evaluated by certain facilities, particularly those in Europe, 
to determine whether this might increase the use of services. 

Heart attack survivors who are eligible for rehabilitation 
should be educated regarding the importance, components, 
and beneficial effects of cardiac rehabilitation. Many state 
health departments support AHA’s Get with the Guide- 
lines: Coronary Artery Disease, which addresses cardiac 
rehabilitation referral and physical activity recommenda- 
tions. In addition, heart disease and stroke prevention pro- 
grams in three states (Arizona, Montana, and Wisconsin) 
are initiating newly funded measures (e.g., educating the 
public about rehabilitation services, increasing rates of phy- 
sician referral after hospital discharge, and creating a state- 
wide outpatient cardiac rehabilitation registry to collect 


outcomes on heart attack survivors) to improve statewide 
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cardiac rehabilitation referral systems, quality of care, and 
patient education. 

Programs and policies directed at increasing the number 
of patients who are referred to and participate in cardiac 
rehabilitation need to be strengthened. Future research 
should focus on identifying barriers to cardiac rehabilita- 
tion participation and interventions to improve referral and 


receipt of outpatient rehabilitation services. 


Acknowledgment 
rhe findings in this report are based, in part, on data 


provided by BRESS state coordinators. 
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Workplace-Based Investigation of 
Contacts of a Patient with Highly 
Infectious Tuberculosis — 
Maryland, District of Columbia, 
and Virginia, 2006 


In late April 2006, the Maryland Department of Health 
and Mental Hygiene (DHMH) was notified by a local health 
department of a case of pulmonary tuberculosis (TB) in a 
patient with cavitary lung lesions and numerous acid-fast 
bacilli (AFB) observed on a sputum smear.* The patient 
worked for an office furniture installation company at mul- 
tiple sites in Maryland, the District of Columbia (DC), 
and Virginia. An investigation was conducted to 1) deter- 
mine the extent of TB transmission, including identifying 
and screening the exposed cohort of contacts, and 2) pro- 
vide treatment, if indicated, to contacts with latent TB 
infection (LTBI) or TB disease. This report describes the 
multijurisdictional contact investigation and summarizes 
its results. The findings underscore the importance of 
prompt diagnosis of TB, the value of interjurisdictional 


cooperation during large contact investigations, and the 


effectiveness of workplace-based methods for rapidly 


identifying and screening contacts. 

The patient, a U.S.-born man aged 46 years, visited the 
emergency department of a local hospital (hospital A) in 
late April 2006, with longstanding cough, shortness of 
breath, and weight loss. Because TB was suspected, he was 
admitted to an airborne-infection isolation room and 
administered anti-B therapy. Chest radiography and com- 
puted tomography revealed extensive bilateral upper and 
lower lobe infiltrates with cavitation. A sputum smear was 
positive for AFB. Hospital A reported the TB case to the 
local health department. After a 3-day hospital stay, the 
patient was discharged to home isolation. Follow-up care, 
including directly observed therapy, was coordinated by 
the local health department. The DHMH public health 
laboratory identified the AFB as Mycobacterium tuberculosis 
using the Amplified MTD™ (M. tuberculosis Direct) test 
(Gen-Probe, San Diego, California). The AFB were con- 
firmed by culture to be M. tuberculosis that were sensitive 
to all first-line anti-TB drugs. 





* The patient's sputum-smear grade was 4+ 
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Investigators determined that approximately 1 year 
before admission to hospital A, in late May 2005, the 
patient had visited the emergency department of another 
local hospital (hospital B), complaining of abdominal pain. 
Chest radiography performed at that time revealed upper 
lobe infiltrates, and the patient was prescribed a 5-day 
course of Zithromax™ (azithromycin) for community- 
acquired pneumonia. The patient did not visit a health- 
care provider subsequently for any symptoms until visiting 
hospital A in April 2006. 

For investigation of cases of TB in patients with TB symp- 
toms and sputum that is smear-positive for AFB, the 
National TB Controllers Association (NTCA) and CDC 
recommend setting the beginning of the infectious period 
at 3 months before symptom onset, or at the first positive 
finding consistent with TB disease, whichever is earlier (/). 
The patient was a smoker with a chronic cough, which 
made distinguishing the onset of a TB-associated cough 
difficult. Because the patient potentially had undocu- 
mented TB-associated cough at the time he visited hospi- 
tal B in May 2005, the start of the infectious period was 
considered to be 3 months before potential symptom 
onset (i.e., February 2005). Thus, the infectious period for 
this investigation was defined as the approximately 15 
months from February 1, 2005, through late April 2006. 

Contacts of the patient were identified and assigned to 
priority groups based on NTCA/CDC recommendations 
(1). According to these recommendations, household con- 
tacts, contacts with exposure in congregate settings, and 
contacts whose exposure exceeds duration/environment lim- 
its set by state or local health departments should be cat- 
egorized as high priority’ (Table 1). Accordingly, for this 
patient, household contacts, close social contacts, and close 


workplace contacts, including coworkers who traveled to 





Per DHMH guidelines, contacts meeting the following duration/environment 
limits should be categorized as high priority: >8 hours in a small, poorly 
ventilated space; >16 hours in a small, well-ventilated space; >24 hours in a 


classroom-sized space; or >100 hours in a large, open space. 


job sites in vans with him, were categorized as high prior- 


ity, whereas other family and social contacts with less 
duration of exposure and in more open environments were 
categorized as medium priority.® Persons whose only con- 
tact with the patient was at job sites where the patient 
worked installing furniture were classified as low priority‘ 
because they likely had limited or no exposure. 

High-priority household, social, and workplace contacts 
of the patient were identified and evaluated within 7 busi- 
ness days of identification of the patient, as recommended 
by NTCA/CDC (J). Evaluation of contacts for TB includes 
ascertainment of prior positive tuberculin skin test (TST) 
status and skin testing of those with no prior positive TST 
result. Contacts with positive TST results were evaluated 
further for TB disease with chest radiography. Sputum was 
collected for AFB smear if any TB symptoms (e.g., cough, 
fever, weight loss, night sweats, bloody sputum, or mal- 
aise) were present. According to NTCA/CDC, sputum also 
should be collected from contacts whose chest radiographs 
are suggestive of TB disease (/); however, in this investiga- 
tion, no contacts had abnormal chest radiographs. All con- 
tacts with positive TST results who did not have TB disease, 
including contacts with prior positive TST results who had 
no history of treatment for LTBI, were offered treatment 
for LTBI. 

Seven high-priority household and social contacts were 
identified and evaluated for TB in accordance with NTCA/ 
CDC recommendations. Six of the seven contacts were 
screened with a TST; one was excluded because he was 
known to have had a positive TST result before contact 
with the patient. All six contacts had a positive TST 
(defined as induration >5 mm) (Table 2). Three of these 


contacts were male. None of the six contacts were foreign born. 





Per DHMH guidelines, contacts not meeting the requirements for the high 
priority category and meeting the following exposure duration/environment 
limits should be categorized as medium priority: >4 hours in a small space; >8 
hours in a classroom-sized space; or >50 hours in a large, open space 

‘ Per DHMH guidelines, contacts with exposure below the duration/environment 


threshold for medium priority should be categorized as low priority 


TABLE 1. Prioritization of contacts of pulmonary tuberculosis patients with cavitary lesions or sputum that is smear-positive 
for acid-fast bacilli, by contact characteristics, during a multijurisdictional contact investigation — Maryland, District of Columbia, 


and Virginia, 2006 





Priority level 


Contact characteristic (one or more of the following) 





High priority 


Household contact; aged <5 years; positive for human immunodeficiency virus; exposure during medical procedure or 


in a congregate setting; exposure exceeding duration/environment threshold for high-priority contacts 


Medium priority 
threshold for high-priority contacts 
Low priority 


Aged 5-15 years; exposure exceeding duration/environment threshold for medium-priority contacts ‘but below 


Exposure below duration/environment threshold for medium-priority contacts 





SOURCE: CDC. Guidelines for the investigation of contacts of persons with infectious tuberculosis. Recommendations from the National Tuberculosis 


Controllers Association and CDC. MMWR 2005;54(No. RR-15):12. 
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lo locate workplace contacts, the patient's employer was 
contacted. The employer provided a list of approximately 
500 employees who worked at the company, including their 
hire and termination dates. From this list, 79 employees 
were identified as high priority because they potentially 
traveled in vans with the patient to job sites during the 
15-month period during which the patient was potentially 
infectious. Cooperation of the employer and coordination 
between the health department for the jurisdiction in which 
the patient resided and the health department for the 
jurisdiction in which the employer was based allowed for 
on-site evaluation and skin testing of workplace contacts 
within a few days. Because the NCTA/CDC guidelines 
emphasize that TST results might not be positive until at 
least 8—10 weeks after infection occurs (/), a second round 
of testing was conducted at the same location 10 weeks 
after the initial screening for contacts with negative TST 
results who had had exposure to the patient within the 
preceding 10 weeks. 

Of the 79 high-priority contacts identified at the work- 
place, 58 (73%) were contacted and evaluated within 
| week after being identified as contacts (Table 2). Four 
had prior positive TST results and had received treatment 
for LTBI before contact with the patient. Oral reports were 
verified with medical record documentation. The remain- 
ing 54 workplace contacts had either unknown or negative 
past TST status and were administered TSTs at the work- 


place. Twenty-one (39%) had positive TST results. Three 


TABLE 2. Number and percentage of contacts who received a 
tuberculin skin test (TST), a diagnosis of latent tuberculosis 
infection (LTBI), and treatment for LTBI, by priority level/type of 
contact, during a multijurisdictional contact investigation — 
Maryland, District of Columbia, and Virginia, 2006 


Received Received 
Received LTBI LTBI 

Priority level/ TST diagnosis treatment 
Type of contact No. (%) No. (%) No. (%) 
High priority 

Household and close social 

contacts (n = 7) 6* (100) 6 (100) 6 (100) 
Workplace van-sharing 

contacts (n = 79) 54t (72) 21 (39) 13 (62) 
Medium priority 

Extended family and friends 

(n = 8) 78 (100) (14) 1 (100) 
Low priority 

Other workplace contacts 

(37 job sites) (n = 193) 143 (74) 21 (15) 7 ~~ = (33) 














“Although seven contacts were evaluated, only six were tested because 
, one had a documented positive TST result before contact with the patient 
Although 58 contacts were evaluated, only 54 were tested because four 

.had documented positive TST results before contact with the patient 
"Although eight contacts were evaluated, only seven were tested 
because one had a documented positive TST result before contact with 
the patient 


(14%) of the 21 TST-positive workplace contacts were for- 
eign born, compared with one (3%) of the 33 TST- 
negative workplace contacts. Six (29%) contacts, one of 
whom was foreign born, were identified as “converters” (i.e., 
persons who had a negative TST result during first-round 
testing and a positive TST result during second-round 
testing), suggesting recent transmission. 

According to the NCTA/CDC guidelines, the decision 
to expand a contact investigation should be based on 1) 
the extent to which high- and medium-priority contacts 
have been identified and tested and 2) the extent of recent 
transmission. In response to the unexpectedly high rate of 
infection in high-priority contacts (39%, which was more 
than twice the 8%—10% estimated background rate in this 
urban Maryland population) and the high proportion of 
high-priority contacts who were converters, the investiga- 
tion was expanded to include potential low-priority con- 
tacts who had exposure at one or more of the 37 job sites 
where the patient installed furniture in Maryland, DC, and 
Virginia during the 15-month infectious period (/). One 
job included several overnight stays at a hotel; therefore, 
contacts at the hotel and a nearby bar also were included. 
To manage the multijurisdictional contact investigation, 
TB-control staff from all affected jurisdictions participated 
in a series of weekly conference calls. 

A total of 193 low-priority contacts associated with the 
37 job sites in Maryland, DC, and Virginia were identi- 
fied. Of these 193 contacts, 143 were located and admin- 
istered a TST (Table 2). Twenty-one (15%) of 143 contacts 
had a positive TST result, a rate above the estimated back- 
ground rate of infection of 8%-—10% for Maryland, DC, 
and Virginia. 

Overall, contacts related to the patient's workplace and 
job sites constituted the majority of all identified contacts 


(95% [272 of 287 contacts]). No cases of TB disease were 


identified. Twenty (71%) of 28 medium- and high- 


priority contacts with LTBI agreed to begin treatment for 
LTBI, including all seven household, close social, and 
extended family TST-positive contacts and 13 (62%) of 21 
TST-positive close workplace contacts. Although follow- 
up data were not complete, approximately 33% of low- 
priority contacts with LTBI agreed to begin treatment. 

Reported by: F Munk, G Matltas, S Dorman, MD, Johns Hopkins Medical 
Institutions; B Johnson, S Johnson, K Taylor, MD, Baltimore City Health 
Dept; ] Thomas, C Campbell, Baltimore County Health Dept; L Gossett, 
MA, M Mentzer, Anne Arundel County Health Dept; Y Richards, T Walsh, 
MD, Montgomery County Health Dept; S Massey, L Federline, K Trimeloni, 
MSN, Prince Georges County Health Dept; E Balm, ] Dougé, MD, Frederick 
County Health Dept; M Miner, C Goldsborough, M Donovan, MA, 
W Cronin, PhD, D Blythe, MD, V Randle, MPH, N Baruch, MBA, 
Maryland Dept of Health and Mental Hygiene. R Jackson, Charlottesville/ 
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1/bemarle Health Dept; ] Moore, MHSA, W Heirendt, S Keller, MA, 
W White, M Tipple, MD, Virginia Dept of Health. D Hardge, ] Hinnant, 
District of Columbia Dept of Health. G Mirchandani, PhD, EIS Officer, CDC. 
Editorial Note: When a patient with TB disease is identi- 


fied, contact investigations are conducted to interrupt fur- 


ther transmission of TB by actively finding and treating 


additional persons with infectious TB disease. Contact 
investigations also help prevent future cases of TB disease 
by identifying and treating persons infected by the patient. 
In the United States, an average of 10-20 contacts are iden- 
tified for each person with TB disease (2-4). Approximately 
20%-—30% of contacts have LTBI, and 1% have TB disease 
(2). Of the contacts with LTBI who progress to TB disease, 
approximately one half will have onset of TB disease within 
the first year after exposure (5,6). 


The NTCA/CDC guidelines suggest prioritization of 


contacts based on three main criteria: degree of infectious- 
ness of the patient, age and immune status of contacts, and 
intensity and duration of exposure (/). Infectiousness is 
highest in patients with sputum that is smear-positive for 
AFB or those with cavitary lesions on a chest radiograph. 
Thus, contacts of pulmonary TB patients with positive spu- 
tum smears and cavitary lesions, such as the patient 
described in this report, are assigned the highest priority. 
Contacts aged <5 years and those with weakened immune 
systems because of human immunodeficiency virus infec- 
tion or immunosuppressive drugs also are assigned the high- 
est priority. None of the contacts of the patient described 
in this report were young children, and none were known 
to have compromised immune systems. Contacts with 
exposure in congregate settings or with exposure duration 
greater than the limits established by state or local health 
departments for high-priority contacts (e.g., the household, 
close social, and workplace contacts in this investigation) 
also are assigned the highest priority (/). 

A 2003 meta-analysis indicated that the mean prevalence 
of LTBI among workplace contacts of patients with TB dis- 
ease was approximately 29% (range: 16%-51%) (7). The 
39% rate of infection observed among close workplace con- 
tacts in this investigation is consistent with these 
prevalences. Exposure in small, enclosed spaces with poor 
ventilation, such as the vans in which the patient and his 
coworkers rode, are associated with greater transmission. 
Previous studies have demonstrated that workplace risk fac- 
tors include carpooling with a person with TB disease and 
working on the same or subsequent shift as such a person (8). 

The high proportion (29%) of converters among TST- 
positive workplace contacts in this investigation suggests 
recent transmission. This finding is consistent with the 


patient becoming more infectious as his TB disease 


progressed over time, evidenced by the high AFB load 
detected in his sputum at the time of diagnosis. 

The findings in this report illustrate the usefulness of 
contact prioritization in IB investigations. A TB-infection 
rate of 42% (28 of 67 contacts) among high- and medium- 
priority contacts, compared with 15% (21 of 143 contacts) 
among low-priority contacts, demonstrates that the strat- 
egy used to identify and prioritize contacts effectively 
targeted those with the highest risk for infection. 

The findings in this report are subject to at least three 
limitations. First, accurately quantifying varying levels of 
exposure, especially among workplace contacts, was not 
possible. Beyond identifying persons who worked in con- 
tact with the patient and rode together in vans with him, 
calculating the total hours of exposure was not possible. 
Second, baseline TST information for most contacts iden- 
tified in this investigation was lacking, thus limiting the 
ability to definitively attribute a high proportion of LTBI 
to the patient. However, a high percentage of U.S.-born 
TST-positive patients suggests recent transmission was 
likely. Finally, obtaining exact information on contacts from 
the patient was challenging because of recall bias resulting 
from the substantial length of time that the patient worked 
while potentially infectious. 

This investigation demonstrated that the workplace, 
which served as the main source of information about the 
majority of contacts, can be an effective starting place for 
obtaining a history of patient contacts. In this investiga- 
tion, a substantial proportion of contacts was identified 
and screened through the patient's workplace. The investi- 
gation also made effective use of interjurisdictional rela- 
tionships among state and local health departments in the 
national capital region. Contact investigations are one of 
the mainstays of TB-prevention measures because they 
enable identification and treatment of persons with TB. In 
an era of limited public health resources, prioritization of 


contacts for testing can be essential. 
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Notice to Readers 





Updated Guidelines on Managing 
Drug Interactions in the Treatment 
of HIV-Related Tuberculosis 


Guidelines for managing pharmacologic interactions that 
can result when patients receive antiretroviral drugs for treat- 
ment of human immunodeficiency virus (HIV) infection 
together with rifamycins for treatment of tuberculosis have 
been published previously (/—3). Updated guidelines, with 
recommendations from CDC and its partners, are now avail- 
able at http://www.cdc.gov/tb/tb_hiv_drugs/default.htm. 

Che updated guidelines include recommendations for use 
of newer antiretroviral drugs, including those in new classes, 
such as CCRS5 receptor antagonists and integrase inhibi- 
tors. The new guidelines provide additional recommenda- 
tions regarding use of rifampin with antiretroviral therapy; 


these recommendations are critical in regions where 


rifabutin is unavailable. Changes from previous versions of 


these guidelines include 1) summaries of clinical experi- 


ence with use of specific antiretroviral regimens during 


tuberculosis treatment (in addition to pharmacokinetic 
data), 2) a table summarizing clinical experience with key 
antiretroviral regimens and providing recommended 
regimens, and 3) sections on treatment for special popula- 
tions (i.e., young children, pregnant women, and patients 
with drug-resistant tuberculosis). The online guidelines will 
be updated periodically to provide clinicians with the 


latest information. 
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Notice to Readers 

National Black HIV/AIDS Awareness Day — 
February 7, 2008 

7 is National Black HIV/AIDS Awareness Day, 


which was established to encourage more blacks to be tested 





February 


for human immunodeficiency virus (HIV) and to educate 
the black community regarding the importance of HIV 
prevention, early detection, and treatment. Although blacks 
represent only 13% of the U.S. population (/), they are 
the racial/ethnic group most affected by HIV, accounting 
for 49% of new HIV diagnoses and 50% of new diagnoses 
of acquired immunodeficiency syndrome (AIDS) (2). 

In March 2007, CDC launched A Heightened National 
Response to the HIV/AIDS Crisis among African Ameri- 
cans, with the goal of working with community partners 
to intensify HIV-prevention measures by 1) expanding the 
reach of prevention programs; 2) increasing opportunities 
for HIV testing, including encouraging more blacks to know 
their HIV serostatus; 3) developing effective prevention 
strategies; and 4) mobilizing broader community action. 
Additional information is available at http://www.cdc.gov/ 
hiv/topics/aa/resources/reports/heightendresponse.htm. 
References 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Estimated Percentage of Office-Based Physicians Using Selected 
Electronic Medical Record (EMR) Features* — National Ambulatory 
Medical Care Survey, United States, 2006 





Percentage 


~- 
| 
> 
| sian 
i 


Viewing Viewing Computerized Viewing of Computerized Viewing Receiving Public 
of patient _ of clinical orders for laboratory orders for of test Clinical health 
demographics notes prescriptions results tests results reminders _ reporting 





EMR feature 


“Weighted estimates based on responses from 1,311 office-based physicians, 
excluding radiologists, anesthesiologists, and pathologists. 

*95% confidence interval. 
In 2006, approximately 29.2% of office-based physicians reported that they used an EMR system, and use of 
specific EMR features varied substantially. EMR features providing clinical reminders for guideline-based 
interventions or screening tests (13.1%) and public health reporting (6.6%) were used less than other features. 
Only 12.4% of physicians used EMR systems with all four of the features considered necessary for a minimally 
functional system (i.e., systems allowing for computerized orders for prescriptions, computerized orders for 
tests, electronic viewing of test results, and electronic viewing of clinical notes). 


SOURCE: Hing E, Burt CW, Woodwell DA. Electronic medical record use by office-based physicians and their 
practices: United States, 2006. Advance data from vital and health statistics; no. 393. Hyattsville, MD: US 
Department of Health and Human Services, CDC, National Center for Health Statistics; 2007. Available at 
http:///www.cdc.gov/nchs/data/ad/ad393.pdf. 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending January 26, 2608 (4th Week)* 





5-year , 
Current Cum weekly Total cases reported for previous years 
Disease week 2008 average’ 2007 2006 2005 2004 2003 States reporting cases during current week (No.) 
Anthrax - = = 7 1 = _ - 
Botulism 
foodborne 19 19 16 20 
infant " 87 76 
other (wound & unspecified) - 24 31 30 33 
Brucellosis - 104 
Chancroid ‘ 30 54 
Cholera “a 7 6 2 
Cyclosporiasis i60 
Diphtheria 7 . 7 , -_ 
Domestic arboviral diseases*" 
California serogroup 
eastern equine 
Powassan 
St. Louis 
western equine 
Ehrlichiosis/Anaplasmosis 
Ehrlichia chaffeensis 
Ehrlichia ewingii 
Anaplasma phagocytophilum 
undetermined 
Haemophilus influenzae,** 
invasive disease (age <5 yrs) 
serotype b 
nonserotype b 
unknown serotype 
Hansen disease 
Hantavirus pulmonary syndrome 
Hemolytic uremic syndrome, postdiarrheal 
Hepatitis C viral, acute 
HIV infection, pediatric (age <13 yrs)" 
Influenza-associated pediatric mortality 
Listeriosis 
Measles” 
Meningococcal disease, invasive*** 
A, C, Y, & W-135 
serogroup B 
other serogroup 
unknown serogroup S _ 
Mumps ‘ d 7 46 PA (1), OH (1), MI.(1), NC (1) 
Novel influenza A virus infections N 
Plague 
Poliomyelitis, paralytic 
Poliovirus infection, nonparalytic 
Psittacosis 
Q fever 
acute 


cnronic 








MD (1) 
PA (1), FL (1) 


PA (1), MO (2) 


PA (2), MN (1), SC (1), FL (1) 


oor wu-O-fN — 


o 


iw 


Rabies, human 
Rubella 
Rubella, congenital syndrome 
SARS-CoV 
Smalipox 
Streptococcal toxic-shock syndrome 3 102 
Syphilis, congenital (age <1 yr) 2 12 4 576 349 329 NY (1), LA (1) 
Tetanus 0 22 41 27 34 20 
No reported cases N: Not notifiable Cum: Cumulative year-to-date counts 
* Incidence data for reporting years 2007 and 2008 are provisional, whereas data for 2003, 2004, 2005, and 2006 are finalized 
Calculated by summing the incidence counts for the current week, the 2 weeks preceding the current week, and the 2 weeks following the current week, for a total of 5 
preceding years. Additional information is available at http://www.cdc.gov/epo/dphsi/phs/files/Syearweeklyaverage. pdf 
Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 and 2008 for the domestic arboviral diseases and 
influenza-associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm 
includes both neuroinvasive and nonneuroinvasive. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector- 
Borne, and Enteric Diseases (ArboNET Surveillance). Data for West Nile virus are available in Table II 
Data for H. influenzae (all ages, all serotypes) are available in Table |! 
Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention. Implementation of HIV reporting 
influences the number of cases reported. Updates of pediatric HIV data have been temporarily suspended until upgrading of the national HIV/AIDS surveillance data 
management system is completed. Data for HIV/AIDS, when available, are displayed in Table IV, which appears quarterly. 
Updated weekly from reports to the Influenza Division, National Center for Immunization and Respiratory Diseases. One case occurring during the 2007-08 influenza season has 
been reported 
No measles cases were reported for the current week 
Data for meningococcal disease (all serogroups) are available in Table |! 
No rubella cases were reported for the current week 
Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases 
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TABLE |. (Continued) Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — 
United States, week ending January 26, 2008 (4th Week)* 








5-year - 

Current Cum weekly Total cases reported for previous years 
Disease week 2008 average’ 2007 2006 2005 2004 2003 States reporting cases during current week (No.) 
Toxic-shock syndrome (staphylococcal) 1 3 1 83 101 90 95 133 CA (1) 
Trichinellosis - 1 0 6 15 16 5 6 
Tularemia - — 0 113 95 154 134 129 
Typhoid fever 3 12 5 332 353 324 322 356 KS (1), AZ (1), CA (1) 
Vancomycin-intermediate Staphylococcus aureus — 28 6 2 N 
Vancomycin-resistant Staphylococcus aureus 1 3 1 N 
Vibriosis (noncholera Vibrio species infections) 1 7 1 359 N N N N FL (1) 


Yellow fever . - — 





-: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts 

* Incidence data for reporting years 2007 and 2008 are provisional, whereas data for 2003, 2004, 2005, and 2006 are finalized 
Calculated by summing the incidence counts for the current week, the 2 weeks preceding the current week, and the 2 weeks following the current week, for a total of 5 
preceding years. Additional information is available at http://www.cdc.gov/epo/dphsi/phs/files/Syearweeklyaverage.pdf 
Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 and 2008 for the domestic arboviral diseases and 
influenza-associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm 


FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 
4-week totals January 26, 2008, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Giardiasis 443 
Hepatitis A, acute 
Hepatitis B, acute 
Hepatitis C, acute 

Legionellosis 


109 


Measies* 





Meningococcal disease” 





Mumps 


Pertussis 
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Ratio (Log scale) 





[——] Beyond historical limits 


* No measles or meningococcal cases were reported for the current 4-week period, yielding a ratio for week 4 of zero (0) 

' Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods 
for the past 5 years). The point where the hatched area begins is based on the mean and two standard deviations of 
these 4-week totals 
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TABLE II. Provisional cases of selected notifiable diseases, United States, weeks ending January 26, 2008, and January 27, 2007 
(4th Week)* 





Chiamydia' Coccidioidomycosis Cryptosporidiosis 








Previous Previous Previous 
Current 52 weeks Cum 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2008 Med Max 2008 2007 week Med Max 2008 





United States 10,724 20,956 25,182 52,104 141 484 648 979 142 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable. —:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 

* Incidence data for reporting years 2007 and 2008 are provisional. Data for HIV/AIDS, AIDS, and TB, when available, are displayed in Table |V, which appears quarterly. 
. Chlamydia refers to genital infections caused by Chlamydia trachomatis 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 26, 2008, and January 27, 2007 
(4th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes’ 
Previous Previous Previous 
Current Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week week Med Max 2008 2007 week ax 2008 


United States 117 : 2,740 6,799 7,903 16,136 24,471 41 180 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2007 and 2008 are provisional 

. Data for H. influenzae (age <5 yrs for serotype b, nonserotype b, and unknown serotype) are available in Table | 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 26, 2008, and January 27, 2007 
(4th Week)* 





Hepatitis (viral, acute), by type’ 
A B Legionellosis 
Previous Previous Previous 
52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2008 2007 week Med Max 2008 2007 week Med Max 2008 
United States 120 107 275 91 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable. —:Noreported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
, Incidence data for reporting years 2007 and 2008 are provisional 

. Data for acute hepatitis C, viral are available in Tabie | 

‘ Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 26, 2008, and January 27, 2007 
(4th Week)* 





Meningococcal disease, invasive’ 
Lyme disease Malaria All serogroups 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area Max 2008 week Med Max 2008 2007 week Med Max 2008 2007 
United States 153 1,297 301 599 9 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases N: Not notifiable. Cum: Cumulative year-to-date counts Med: Median Max: Maximum 

* Incidence data for reporting years 2007 and 2008 are provisional 

~ Data for meningococcal disease, invasive caused by serogroups A, C, Y, & W-135; serogroup B; other serogroup; and unknown serogroup are available in Table | 
* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 26, 2008, and January 27, 2007 


(4th Week)* 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 


U: Unavailable — 


No reported cases 


N: Not notifiable 


, Incidence data for reporting years 2007 and 2008 are provisional 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Cum: Cumulative year-to-date counts 


Med: Median 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 26, 2008, and January 27, 2007 
(4th Week)* 





Salmonellosis Shiga toxin-producing E. coli(STEC)' Shigellosis 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area 2008 week Med Max 2008 2007 week Med Max 2008 
United States 271 ] 32 1,339 25 210 72 199 125 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailabie —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2007 and 2008 are provisional 
. Includes E. coliO157:H7; Shiga toxin-positive, serogroup non-0157; and Shiga toxin-positive, not serogrouped 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 26, 2008, and January 27, 2007 
(4th Week)* 





Streptococcus pneumoniae, invasive disease, nondrug resistant' 
Streptococcal disease, invasive, group A Age <5 years 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2008 week Med Max 2008 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 


U: Unavailable —: No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
; Incidence data for reporting years 2007 and 2008 are provisional 


includes cases of invasive pneumococcal disease, in children aged <5 years, caused by S. pneumoniae, which is susceptible or for which susceptibility testing is not available 
(NNDSS event code 11717) 


* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 26, 2008, and January 27, 2007 
(4th Week)* 





Streptococcus pneumoniae, invasive disease, drug resistant’ 
All ages Age <5 years Syphilis, primary and secondary 
Previous Previous Previous 
Current 52 weeks Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max week Med Max 2008 2007 week Med Max 2008 2007 
United States 45 44 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
* Incidence data for reporting years 2007 and 2008 are provisional 
Includes cases of invasive pneumococcal disease caused by drug-resistant S. pneumoniae (DRSP) (NNDSS event code 11720) 
> Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 26, 2008, and January 27, 2007 
(4th Week)* 





West Nile virus disease’ 
Varicella (chickenpox) Neuroinvasive Nonneuroinvasive’ 
Previous Previous Previous 
52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2008 week Med Max 2008 2007 week Med Max 2008 
United States 1,424 _ 141 299 
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Pacific 
Alaska 
California 
Hawaii 
Oregon* 
Washington 


NO@® £00-0W 


_ 


American Samoa 
C.N.M.1 

Guam 

Puerto Rico — 11 
U.S. Virgin Islands - 0 


C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median Max: Maximum. 
; Incidence data for reporting years 2007 and 2008 are provisional 

Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (ArboNET Surveillance). Data 
g for California Snpee eastern equine, Powassan, St. Louis, and western equine diseases are available in Table | 

Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenza- 
4 associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm. 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE Ill. Deaths in 122 U.S. cities,» week ending January 26, 2008 (4th Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 





All 
Ages >65 


pa, ipa 


1-24 | <1 





P&i' 
Total 


Reporting Area 





All 


i | 26s | wee] asa | 20 | 








New England 
Boston, MA 
Bridgeport, CT 
Cambridge, MA 
Fall River, MA 
Hartford, CT 
Lowell, MA 
Lynn, MA 

New Bedford, MA 
New Haven, CT 
Providence, Ri 
Somerville, MA 
Springfield, MA 
Waterbury, CT 
Worcester, MA 


Mid. Atlantic 
Albany, NY 
Allentown, PA 
Buffalo, NY 
Camden, NJ 
Elizabeth, NJ 
Erie, PA 

Jersey City, NJ 
New York City, NY 
Newark, NJ 
Paterson, NJ 
Philadelphia, PA 
Pittsburgh, PA 
Reading, PA 
Rochester, NY 
Schenectady, NY 
Scranton, PA 
Syracuse, NY 
Trenton, NJ 
Utica, NY 
Yonkers, NY 


E.N. Central 
Akron, OH 
Canton, OH 
Chicago, IL 
Cincinnati, OH 
Cleveland, OH 
Columbus, OH 
Dayton, OH 
Detroit, MI 
Evansville, IN 
Fort Wayne, IN 
Gary, IN 

Grand Rapids, Ml 
Indianapolis, IN 
Lansing, MI 
Milwaukee, WI 
Peoria, IL 
Rockford, IL 
South Bend, IN 
Toledo, OH 
Youngstown, OH 


W.N. Central 
Des Moines, IA 
Duluth, MN 
Kansas City, KS 
Kansas City, MO 
Lincoln, NE 
Minneapolis, MN 
Omaha, NE 

St. Louis, MO 
St. Paul, MN 
Wichita, KS 


560 395 
151 95 
29 21 
16 12 
29 25 
52 36 
25 18 
10 6 
ot 29 
31 14 
45 34 
2 1 
33 
29 
74 


50 
23 


43 
26 
66 
13 
22 


36 
43 


30 
28 
85 
19 
18 
17 


42 
43 
272 
100 
268 


44 
76 
17 
58 


41 
99 
54 
77 
40 


60 
689 


32 
21 
96 
44 
57 
78 
118 
71 
69 


108 29 
12 
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S. Atlantic 
Atlanta, GA 
Baltimore, MD 
Charlotte, NC 
Jacksonville, FL 
Miami, FL 
Norfolk, VA 
Richmond, VA 
Savannah, GA 
St. Petersburg, FL 
Tampa, FL 
Washington, D.C 
Wilmington, DE 


E.S. Central 
Birmingham, AL 
Chattanooga, TN 
Knoxville, TN 
Lexington, KY 
Memphis, TN 
Mobile, AL 
Montgomery, AL 
Nashville, TN 


W.S. Central 
Austin, TX 

Baton Rouge, LA 
Corpus Christi, TX 
Dallas, TX 

El Paso, TX 

Fort Worth, TX 
Houston, TX 
Little Rock, AR 
New Orleans, LA" 
San Antonio, TX 
Shreveport, LA 
Tulsa, OK 


Mountain 
Albuquerque, NM 
Boise, ID 
Colorado Springs, CO 
Denver, CO 

Las Vegas, NV 
Ogden, UT 
Phoenix, AZ 
Pueblo, CO 

Salt Lake City, UT 
Tucson, AZ 


Pacific 
Berkeley, CA 
Fresno, CA 
Glendale, CA 
Honolulu, HI 
Long Beach, CA 
Los Angeles, CA 
Pasadena, CA 
Portland, OR 
Sacramento, CA 
San Diego, CA 
San Francisco, CA 
San Jose, CA 
Santa Cruz, CA 
Seattle, WA 
Spokane, WA 
Tacoma, WA 


Total 


1,120 
124 
135 
107 


73 
65 
65 
63 
48 


100 
1 


938 


88 


25 


84 
53 


14 
86 
32 
81 
95 
244 
29 
100 
197 
165 
119 
200 
31 
126 
80 
133 


12,079** 


720 
75 
82 
72 

114 
46 
47 
39 
45 
34 

105 
54 

7 


6 
64 
26 
64 
61 


22 
74 
140 
109 
84 
153 
27 
93 
59 
97 


8,188 


265 
35 
38 
25 
33 
10 
10 
16 
14 

9 
44 
29 

2 


48 
21 
24 

8 
56 
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U: Unavailable. 


—:No reported cases 
* Mortality data in this table are voluntarily 


reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 

occurrence and by the week that the death certificate was filed. Fetal deaths are not included 
t Pneumonia and influenza 
§ Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts 
‘ Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted. 

** Total includes unknown ages. 


for the current week. Complete counts will be available in 4 to 6 weeks 








February 1, 2008 





The Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control and Prevention (CDC) and is available free of charge 
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All material in the MMWR Series is in the public domain and may be used and reprinted without permission; citation as to source, however, is appreciated. 
Use of trade names and commercial sources is for identification only and does not imply endorsement by the U.S. Department of Health and Human Services. 


References to non-CDC sites on the Internet are provided as a service to MMWR readers and do not constitute or imply endorsement of these organizations or 


their programs by CDC or the U.S. Department of Health and Human Services. CDC is not responsible for the content of these sites. URL addresses listed in 
MMWR were current as of the date of publication. 


U.S. Government Printing Office: 2008-723-026/4 1073 RegionIV ISSN: 0149-2195 





Od 


Indov STWOIGOIwAd 
E€COE VO ‘VANVILY 


(DdaD) NOILNSAS34¥d GNV IONLNOD 3SVESIO 4OsA SHSALNAD 


° 
7 
a 
g 
> 
r 
r 
c 
2 
z 
m 
o 
r 


XOU 
andoud 
S9EDEG 


bo 


+c 
1.¢ 


“sORGUY NNV 


i 
mm 
+412 
Cc > 
ar 
2a 
wn * 
m 7 
7 0 
< 7 
A 
m 2 
< 
a > 
oa 
c™ 
mC 
“ 
4 

m ™ 
ow 
W 
° 
} 


SPECT 


iW 





Ss 
3 NOILYWHOANI 


9018F 
LOO00 


NOI LI 


9PFET 


ON INYVS'1 
SS3DIAURZS NYWWNH GNW HLIVEH JO LNAWLYVd3ad 





v8Z-D “ON HULed 
909/SHd 
GiVd S334 8 3ODVLSOd 
VW SSV19-LSUIS 














